C hronic inflammatory demyelinating diseases (CIDD) comprise a spectrum of disorders affecting the myelin of central (CNS) and peripheral nervous system (PNS). These disorders can usually be differentiated on the basis of clinical, imaging, laboratory, neurophysiological and pathological findings. Quality of life (QoL) measurements are being considered increasingly important with regard to evaluate disease progression, treatment and the management of care provided to neurological patients with these diseases. Chronic inflammatory demyelinating polyradiculoneuropathy (CIDP) is a sensorimotor neuropathy that evolves over at least 2 months with either a progressive or a relapsing remitting course. CIDP includes a broad spectrum of clinical phenotypes, and their recognition is important because of varied treatment responses 1 . Various diagnostic criteria have been proposed for CIDP. Recently the European Federation of Neurological Societies (EFNS)/PNS guidelines have taken also into consideration the response to immunomodulatory treatment 2 . The use of parametric instruments, including the biopsychosocial assessment is proving to be very important throughout PNS demyelinating disease evolution 3 , as also recently happens with CNS demyelinating diseases such as multiple sclerosis (MS). QoL together with cognition have received special attention in the management of MS patients 4 . The inclusion of QoL among clinical assessment instruments allows a better therapeutic approach. In this issue of Arquivos de Neuro-Psiquiatria, Santos and colleagues 5 offer a very important contribution reporting the psychological profile and QoL associated to CIDP, studying the Mini-Mental State Examination (MMSE) and the Short Form Health Survey (SF36) in 41 Brazilian patients. Impaired functional capacity and pain were the most important alterations in the health status. The authors concluded that these impairments resulted into professional and personal limitations. They emphasize a previous report suggesting the importance of QoL evaluation in the knowledge of the evolution and prognosis of CIDP 3 . We consider that it is very important to, specifically and separately, assess each CIDP variant, taking into account that each one has distinctive treatment responsiveness, suggesting varied underlying pathophysiologic mechanisms.
There was a high (29.3%) prevalence of diabetes in the CIDP series of Santos et al.
5
. We presume to be prudent including these patients into a separate group due to the close association of diabetes with QoL reduction. Pain is the most common cause of functional impairment in the clinical practice, commonly seen in axonal neuropathies. Pain was a complaint in 48.8% of patients in Santos et al. 5 series. A very interesting presentation of CIDP with only painful symptoms, most in the distal legs and responsive to immunoglobulin has been reported 6 . A QoL assessment in these patients should be very important in the followup. Pain and difficulty in walking are very frequent complaints resulting in a negative socioeconomic impact to the patient. Functional capacity has been evaluated in CIDP patients, but only in Santos et al. 5 report we found information about work activity, and leisure reduction during the disease.
CIDD if not properly diagnosed and treated result in axonal loss of greater or lesser severity favoring the development of associated symptoms. This process remains unclear. However, it seems that a persistent inflammatory/ immune state would be the determinant. Some recent reports try to clarify this question. As examples, in CIDP patients, regulatory T cells display a defect of suppressive function 7 , and in the uncommon combined central and peripheral demyelination cases anti-neurofascin antibody is frequently present 8 . Among the various associated signs and symptoms involved in the functional evaluation of patients with demyelinating diseases, two have called attention: fatigue and impaired cognition. One-third (34.1%) of Santos et al. 5 patients complained of weakness, fatigue or tiredness at the time of evaluation, showing that they are frequent. Thus, fatigue should be considered when assessing psychological profile and QoL in CIDP and variants.
During the last two decades neurologists and psychologists have become increasingly aware of the prevalence and functional impact of the association of MS and cognitive impairment (CI). Recent studies have highlighted that CI should be looked for, regardless of the disease duration or clinical course 9 . Santos et al. 5 report memory deficit in 34.1% of their CIDP patients, bringing the question about the association of CI and CIDP. Studies with proper instruments focusing the presence of CI in demyelinating neuropathies, regarding the relationship with duration and clinical course, could be interesting. It is very important to exclude associated health problem as diabetes, arterial hypertension, hypothyroidism and others, referred in 65.9% of cases in Santos et al series 5 . Considering the socioeconomic profile and QoL is important in the evaluation of effective new therapeutic perspectives. In this sense, limited evidence suggests that the subcutaneous route for immunoglobulin therapy may be a more patient-friendly option than the traditional intravenous alternative 10 . The elegant report of Santos et al. 5 brought some reflections about the biopsychosocial profile of CIDP patients. Thus, the QoL and cognition impairments need to be better known in demyelinating neuropathies, being possible targets to be considered in the diagnosis, treatment and prognosis of CIDP and its variants.
